To borrow Churchill's 1939 description of Russia, fetal wellbeing ever since man's creation was a ''riddle, wrapped in a mystery, inside an enigma'' till the advent of medical ultrasonography. We are now able to identify with increasing accuracy the intricacies of cardiac pathology; however, the rates of prenatal detection of congenital heart disease (CHD), the most common type of birth defects in humans, continue to be suboptimal at best. The reported rates have been quite disappointing, ranging between 15 and 48 % with most being reported to be less than 30 % [4, 6, 9] . Even more recently, two published retrospective studies in high-risk populations at four major United States tertiary care centers, which take into account the use of more advanced technology and equipment, reported rates of detection of 24-36 % [5, 8] . This obviously continues to emphasize the poor prenatal detection rate and to stress the need for further improvement in this area.
This year, the American Institute of Ultrasound in Medicine (AIUM), in conjunction with the American College of Radiology (ACR), the American College of Obstetricians and Gynecologists (ACOG) and the Society of Radiologists in Ultrasound (SRU), published the revised practice guidelines for the performance of Obstetric Ultrasound Examinations [1] . These guidelines, like those previously published, include essential minimal or mandatory elements as part of the standard ultrasound examination of fetal anatomy during the second-and thirdtrimester scan. Unlike the previous guidelines, however, this year's publication includes a major change in screening the fetal heart in low risk pregnancies. The previous guidelines state that a basic cardiac examination should include a 4-chamber view of the fetal heart and, only when ''technically feasible'', views of the outflow tracts. The current guidelines, finally, clearly emphasize the inclusion of both the right and left outflow tracts view in addition to the 4-chamber view as an integral part of the minimal elements of the ultrasonographic assessment of the fetal heart. This significant change comes after various studies demonstrated the importance of adding the outflow tracts view to the routine prenatal screening ultrasound in addition to the four-chamber view. This has been shown to result in significant improvement in the detection rate of CHD of up to 70 %, as has been shown by Carvalho et al. [3] in a high-risk population and 74 % as recently shown by a study by Levy et al. [7] in a large low-risk population. The outflow tracts view has been shown to be more sensitive than the four-chamber view in detecting CHD in general as well as in detecting ductal-dependent forms of CHD [8] . This leaves no doubt that, in order to achieve a better prenatal detection rate of CHD in the general population, the addition of the outflow views to the routine fetal screening examination has to become mandatory.
Given the importance of prenatal and early detection of congenital heart disease on postnatal outcome [2] , these published practice guidelines will undoubtedly have a significant impact on the practice of fetal medicine. These guidelines represent an important effort to raise the bar and improve the rate of prenatal detection of CHD and as such advance the field of fetal cardiology.
The inclusion of the assessment of both the 4-chamber and outflow tracts views in the screening process in large low-risk pregnancies, however, undoubtedly places a significant burden on practicing obstetricians and obstetric sonographers, many of whom were not trained to obtain these views of the fetal heart. This imposes significant responsibility on the medical community, particularly on those who practice in the field of pediatric and fetal cardiology, to step up to the plate and help disseminate the practical implementation of these guidelines. This implementation needs to be widely disseminated similar to the initial guidelines which called for the inclusion of the fourchamber view in the routine scan. The idea of rotating obstetric sonographers with pediatric cardiologists has been suggested and followed in some institutions [7] . This was also the impetus for the development of combined obstetrical and fetal cardiology meetings to share theoretical as well as practical knowledge in this emerging field to thrust it beyond diagnosis and preparation for postnatal care to inutero therapy.
In the past decade several fetal cardiology conferences have been held, most received with much enthusiasm and solid attendance. We believe that these meetings will soon assume regularity and international recognition worthy of the impact progress in this field will provide.
